Abstract: Bullous pemphigoid is a blistering autoimmune disease characterized by two hemidesmosomal proteins (anti-BP180 and 230). Pemphigus, by contrast, is characterized by two autoantibodies (anti-desmoglein 1 and 3). Coexistence of autoantibodies of bullous pemphigoid and pemphigus in a patient is rare. A 25-year-old male patient was admitted to our hospital, reporting a 3-month history of multiple papules, vesicles, and erosions over an extensive erythema on the entire body. Laboratory tests showed high levels of serum IgE, anti-BP180 antibodies, and anti-desmoglein 1 and 3. Histopathologic and immunopathologic features were characterized by bullous pemphigoid. No improvement was seen with systemic corticosteroid therapy, however, pulse corticosteriod therapy combined with methylprednisolone, immunosuppressants, immunomodulators, and plasmapheresis led to the recovery of his condition with numerous milia.
INTRODUCTION
Bullous pemphigoid (BP) is an autoimmune subepidermal blistering dermatosis, characterized by an autoimmune response towards two hemidesmosomal proteins within the basement membrane zone (BMZ), namely, BP180 and BP230. 1 It primarily affects people older than 70 years of age, with no ethnic, racial, or sexual predilection, and rarely occurs in individuals younger than 60 years of age. 2 Pemphigus is characterized by autoantibodies, namely anti-desmoglein (Dsg) 1 and 3, directed against epidermal surface proteins, leading to acantholysis, which is the loss of cell-to cell adhesion resulting in intraepidermal separation. The diagnosis of autoimmune blistering diseases is frequently confirmed by histological and immunopathological studies. 3 Here, we report a young patient diagnosed with BP by clinical, histopathological, and immunofluorescence examinations, in which only the anti-BP180 levels were high. Interestingly, autoantibodies proved to be positive for anti-Dsg 1 and 3, and numerous milia appeared during recovery.
CASE REPORT
A 25-year-old male patient was referred to the dermatology department complaining of multiple papules, vesicles, and erosions over an extensive erythema on the entire body for the last 3 months with no history of allergy and drug intake in the previous months.
Physical examination showed normal vital signs, except for low-grade fever. On the skin, multiple papules, vesicles, tense blisters with serous content and different sizes, erosions and crusts, and an extensive erythema were observed on the entire body ( Figure 1 ).
In addition, a giant decubitus ulcer appeared on sacrococcygeal area ( Figure 2 ). Oral mucosa was involved. Nikolsky's sign was negative.
Laboratory tests revealed a significant increase in white blood cell count (19 000/ul) and absolute neutrophil count (13 680/ ul), mild anemia (hemoglobin 90g/l), hypocalcemia (calcium 1.52 mmol/l), and hypoproteinemia (serum albumin 12.5g/l). Serum BP. Moreover, many of those patients also carry the MHC II genes typically correlated with pemphigus patients. 4 However, autoantibodies of pemphigus and BP may also appear in healthy people. 5 Noticeably, a high level of serum IgE was found in this patient. IgE may well contribute to the pathogenicity of BP. Direct proof derives from studies of human skin xenografts to mice. 
